pidemiologic analyses leave no doubt that we have witnessed a global epidemic of childhood and adolescent obesity over the past three decades. In the United States, prevalence rates of overweight and obesity have tripled for children aged 6-19 (from approximately 10% to 34%) and projections suggest that by 2015, just 6 years from the date of this publication, that rate could quintuple-getting frighteningly close to 50%.
1 Obesityassociated hospital costs (adjusted for inflation) more than tripled over just two of the prior decades , 2 with far greater healthcare costs likely to emerge over the ensuing decades. The human costs, measured in terms of adverse quality of life, including negative psychosocial and vocational impact, are perhaps even more devastating. 3 These alarming data led the Department of Health and Human Services to convene the first expert panel to discuss the evaluation and treatment of obese young people in 1997. Twenty representatives from 9 healthcare organizations (e.g., American Academy of Pediatrics, American Dietetic Association, Centers for Disease Control and Prevention, U.S. Department of Agriculture) reached a consensus about evaluation and treatment of childhood obesity. In 2005, the American Medical Association, the Health Resources and Service Administration, and the Centers for Disease Control and Prevention asked representatives from 15 national healthcare organizations to form a new expert committee to update those initial recommendations, which were published in 1998. 4 In December 2007, the new expert committee published a much more extensive set of recommendations than the 1998 recommendations: three times longer and with far more commentary about the scientific evidence pertaining to various aspects of treatment. 5 The key points of the new recommendations are summarized in Table 1 , a scientifically derived four-staged approach to treatment.
"Stage 1: Prevention Plus" in the 2007 recommendations involves 3 to 6 monthly educational sessions for overweight and obese children and their families. A pediatrician or allied healthcare professional would suggest four daily eating and activity goals (i.e., eat more fruits and
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vegetables, minimize sugary drinks, limit screen time to 2 hours or less, 1 hour or more of physical activity). The recommendations also suggest allowing children to regulate their own meals and to aim for weight maintenance for as much as 6 months. Failure to achieve maintenance of BMI level in the first stage should lead to "Stage 2: 
Rationale for the Special Issue
It seems likely that pediatricians and other healthcare professionals will pay close attention to these new recommendations, studying them carefully during training and relying on them to make important decisions about how they can help stem the tide of the pediatric obesity epidemic. As such, the 2007 recommendations warrant close inspection and analysis. Obesity Management provides practical information derived from theorizing, research, and clinical experience. As such, it is an ideal forum for examining closely these potentially critical new recommendations.
This issue focuses on the opinions of four groups of healthcare providers who, like the proverbial blind men examining different parts of an elephant, were expected to differ in perspective based on their differential involvement with pediatric obesity. Each group used the same template to evaluate the recommendations. They identified the most and least useful aspects of the recommendations and then made suggestions about how to improve them. First, representing the primary target audience for the recommendations, two experienced pediatricians who are well known for their dedication and specialization as front-line healthcare professionals, provided their views. Second, a psychologist commented-based on 6 years of experience managing, evaluating, and publishing-about an innovative Stage 3: Comprehensive Multidisciplinary Intervention. The final two comments on Stage 4: Tertiary Care Treatments. An impressive multidisciplinary group from UCLA Medical School that specializes in bariatric surgery provided one of those comments. The writer and colleagues wrote the final paper based on their work developing or consulting with Wellspring-the operators of more than a dozen immersion programs (camps and boarding schools) in the U.S. and abroad.
In addition to four comments from four different perspectives, this issue includes: a "Comments on the Comments" within which the groups reacted to each others' opinions; a review of seven of the more popular books for parents and teenagers on weight loss; and a review of one of the most useful websites pertaining to pediatric obesity. I hope that this issue will help you gain some insight or direction that you will use to help ameliorate this major worldwide health crisis. ■ In most circumstances, the general goal for all ages is for BMI to deflect downward until it is <85th percentile. Although long-term BMI monitoring is ideal, short-term (<3-month) weight changes may be easier to measure. Resolution of comorbidities is also a goal. a Children in this BMI category whose BMI has tracked in the same percentile over time and who have no medical risks may have a low risk for excess body fat. Clinicians can continue obesity prevention strategies and not advance treatment stages.
b Because Youth Risk Behavior Surveillance Survey responses indicated that 15% of teens practice some unhealthy eating behaviors, all teens should be evaluated for these symptoms. Providers should be especially concerned if weight loss is >2 lb/week in this age group and should evaluate patients for excessive energy restrictions by the parent or child/teen or unhealthy forms of weight loss (meal skipping, purging, fasting, excessive exercise, and/or use of laxatives, diet pills, or weight loss supplements).
